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Disparities in Prevalence Rates for Lung,
Colorectal, Breast, and Prostate Cancers
in Medicaid
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Van Doren Hsu, PharmD; and Sandra Brooks, MD
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Background: Given previous reports of variations in preva-
lence of cancer in low-income individuals, we sought to
determine if disparities in cancer prevalence existed in a
similardy-insured Medicaid population.

Methods: Using Maryland Medicaid administrative claims
data, prevalence rates of lung, colorectal, breast, and
prostate cancers were calculated for Maryland Medicaid
recipients who were continuously eligible during the period
from January 1, 2000 to December 31, 2000. Chi-squared
tests were used to test the differences across subgroups.
Cancer prevalence data were age-adjusted using Mary-
land Medicaid enrollees as the standard population.

Results: The care prevalence rates for lung, colorectal,
breast, and prostate cancers were 75/10,000, 63/10,000,
92/10,000, and 45/10,000, respectively. These rates were 1.2
to 5.2 times those reported at the national level. Generally,
higher cancer prevalence rates in certain racial groups in
Maryland Medicaid were consistent with previous studies.
Regional differences in cancer prevalence existed for each
cancer studied.

Conclusions: Limiting our study sample to a population of
uniformly low socioeconomic individuals did not eliminate
the disparity in prevalence rates between blacks and
whites. Different patterns of racial disparity across regions
reported by previous researchers might be due to small
area varation in addition to socioeconomic status.
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BACKGROUND
Cancers of the lung, colon, breast, and prostate

accounted for 54% of all 1998 cancer deaths in
Maryland,' compared with 52.7% of all 1998 cancer
deaths in the United States.2 Disparities in cancer
stage, treatment intensity, and mortality between
blacks and whites are well-documented; however,
there is a paucity of data examining racial disparities
in similarly insured, low-income populations.3-5 Pre-
vious authors have postulated that low socioeconom-
ic status is a stronger predictor of cancer outcome
than race. A recent study by Sung et al. showed that
in rural Georgia, differences between whites and
blacks in prevalence rates for cervical carcinoma
mostly disappeared in the Medicaid population, a
population ofhomogenous economic status.6 Howev-
er, the disparities persisted among Medicaid
enrollees in urban Georgia. We examined prevalence
rates between whites and blacks for cancers of the
lung, colorectum, breast, and prostate in a population
of Maryland Medicaid recipients, an economically
homogenous group. We also explored the potential
reasons for differing patterns of racial disparities
across regions.

If the disparities in prevalence rates between
whites and blacks can be attributed to socioeconom-
ic status, then disparities between whites and blacks
should be largely eliminated after adjusting for
socioeconomic status. Thus, our hypothesis is that
disparities between whites and blacks should be
largely eliminated in Maryland Medicaid, a homoge-
nous group in terms of socioeconomic status.

METHODS

Study Population and Data Sources
This study utilized an historical cross-sectional

study design. The data source for this study was
Maryland Medicaid administrative claims data
(including demographic, eligibility, managed care
organization (MCO) enrollment data, medical, and
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institutional fee-for-service claims) and MCO
encounter data. In accordance with patient confiden-
tiality concerns, this study was approved by the State
of Maryland (Protocol # 01-16). It has also been
reviewed and deemed to be exempt by the Institu-
tional Review Board of the University of Maryland
(Exemption No. CDM-040101).

To be included in our analysis, individuals needed
to be Maryland Medicaid recipients 18 and older,
with encounters, medical or institutional claims based
on International Classification of Diseases, Ninth
Revision, Clinical Modification (ICD-9 CM) diagno-
sis codes; prescription drug National Drug Codes
(NDCs) for chemotherapy drugs, tamoxifen, anal-
gesics, hematopoietics and Xeloda; or current proce-
dure technology (CPT) codes for lung, colorectal,
breast, or prostate cancers. Furthermore, they must
have been continuously eligible for Medicaid between
January 1, 2000 and December 31, 2000 to be includ-

ed in the study cohort. See Figure 1 for the ICD-9CM
Diagnosis Codes that were used to identify the can-
cers of interest. Demographic and enrollment infor-
mation was extracted from each source file.

Analyses
Frequencies and crosstabulations were performed

on all data to validate the completeness and integrity
of the data. Algorithms were developed to evaluate
claims for adjustment and duplications. Validation of
these algorithms was conducted by reviewing raw
claims for randomly selected recipients. The result-
ant data were unique with no duplication.

The prevalence for each cancer was calculated.
The prevalence rates reflect the period from January
1, 2000 to December 31, 2000. The number of eligi-
ble Maryland Medicaid recipients 18 and older on
January 1, 2000 was used as the denominator. Preva-
lence was calculated by race, region, age, and gender.

Figure 1. ICD-9CM Diagnosis Codes for Selected Cancersa

a A three-digit code Lung Cancer ( Primary: 161.3, 161.8, 161.9, 162.x
aolothree-digit code.

Secondary: 196.x, 197.x, 198.x
followed by x (e.g. 1 74.x) i In situ: 231.x
indicates that all codes
starting with the three-digit Colorectal Cancer Primary: 153.x, 154.x
code before the ". are Secondary: 196.x, 197.x, 198.x
included. In situ: 230.3, 230.4, 230.5, 230.6, 230.7

Breast Cancer Primary: 174.x, 175.x
(Secondary: 196.x, 197.x, 198.x

In situ: 233.0

Prostate Cancer (Primary: 185, 189.3
Secondary: 196.x, 197.x, 198.x
In situ: 233.4, 233.9

Table 1. Demographic Characteristics of Maryland Medicaid Enrollees (N=246,430)

Characteristic Number of People Percentage (%)a

Age 18-64 191,104 77.55
65+ 55,326 22.45

Gender Female 186,636 75.74
Male 59,794 24.26

Race Black 120,577 48.93
White 101,517 41.20
Other 24,336 9.88

Regions Urban 80,159 32.53
Suburban 132,980 53.96
Rural 32,914 13.36
Unspecifiedb 377 0.15

a Percentages do not always add up to 100 because of rounding.
b Unknown or out-of-state on January 1, 2000.
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Prevalence rates across regions were estimated to
explore reasons behind the different patterns of racial
disparities across regions reported by previous
researchers. Prevalence rates across age and gender
groups were calculated so that they could be com-
pared with estimates ofprevious studies at the nation-
al level so that our study results could be validated.

There were three racial groups: black, white, and
other. The racial group "other" was comprised of
Hispanics, Asians, Native Americans, Pacific
Islanders/Alaskans, and those of unknown ethnici-
ty/race. Since each of these "other" racial groups
individually accounted for less than 4% of the total
Maryland Medicaid population, we decided that it
was not appropriate to calculate prevalence rates for
each individual group (combined, they account for
less than 10% of the study population). Thus, only
the differences between whites and blacks were ana-
lyzed in this study.
We defined geographic region as urban (Balti-

more city); rural (Allegany, Garrett, Washington,
Kent, Queen Anne's, Caroline, Talbot, Dorchester,
Somerset, Wicomico, and Worchester counties); and
suburban (the rest of Maryland) based on the propor-
tion of agricultural populations in the total popula-
tion in the regions. Each person was categorized to a
geographic region (urban, suburban, rural) according
to his/her county of residence on January 1, 2000.
The patients were categorized into two age groups,
those under 65 and 65 and older. The differences in
subgroups were tested using Chi-squared tests.

Cancer prevalence data were age-adjusted using
the direct standardization method. This was done by
multiplying the age-specific rates in the target popu-
lation by the age distribution ofthe standard popula-
tion.7 Maryland Medicaid enrollees were used as the
standard population.

RESULTS
On January 1, 2000, Maryland Medicaid had

246,430 enrollees, with demographic characteristics
as reported in Table 1. Most enrollees were under the
age of 65 (77.55%). More females (75.74%) than

males (24.26%) were Maryland Medicaid benefici-
aries. Whites constituted 41.20% of the total Medic-
aid population, while blacks represented a slightly
larger share of the Maryland Medicaid population
(48.93%). Less than 10% (9.88%) of the total popu-
lation represented people of other racial groups.
More than halfof the beneficiaries (53.96%) lived in
suburban areas in Maryland. The next largest group
of beneficiaries was urban, which represents Balti-
more city. Enrollees from rural areas represented
less than 14% ofthe total Medicaid population.

In our population, there were 1,836 lung cancer
patients, 1,558 colorectal cancer patients, 2,255
breast cancer patients, and 1,098 prostate cancer
patients. Since the number of Maryland Medicaid
enrollees on January 1, 2000 was 246,430, the lung
cancer prevalence rate was 75/10,000. The prevalence
rates were 64/10,000 for colorectal cancer, 92/10,000
for breast cancer, and 45/10,000 for prostate cancer.
We reported the cancer prevalence rates across

racial groups both before and after age adjustment in
Table 2. Age-adjusted rates are being presented for
the purposes of making comparisons in the rates of
age-related health events (in this case, cancer). Age-
adjusted rates are essential for events that vary with
age (e.g., cancer deaths), when comparing popula-
tions with different age distributions. Age-adjusted
rates should be used only for the purpose of compar-
ison. Because an age-adjusted rate is based on an
external standard population, it does not reflect the
absolute frequency of the event in a population;
therefore no significance tests are presented.

These rates varied across cancers and across
racial groups. For lung cancer, whites had a higher
prevalence rate than blacks, and the difference
between them was statistically significant (p<
0.0001). After age adjustment, the prevalence rate
for whites remained higher than blacks. For colorec-
tal cancer, the prevalence rate in blacks was lower
than in whites and the difference was significant
(p=0.0384). After age adjustment, the prevalence
rate for blacks was 1.1 times the rate for whites, in
contrast to the comparison before age adjustment.

Table 2. Cancer Cases and Prevalence Rates (per 10,000)
among Maryland Medicaid Enrollees across Races In 20001

Lung Cancerb Colorectal Cancer' Breast Cancerd Prostate Cancere
Number Prev. AP Number Prev. AP Number Prev. AP Number Prev. AP

Black 810 67.18 103.19 724 60.04 84.94 1,092 90.56 116.04 616 51.09 71.31
White 872 85.90 116.38 681 67.08 76.15 994 97.91 104.07 361 35.56 37.93

| Prev. = unadjusted prevalence rate; AP = age-adjusted prevalence rate. Significance tests are for
unadjusted prevalence rates; b X2 =25.3070, p<0.0001; c X2= 4.2877, p=0.0384; d X2= 3.1404, p=0.0764;
ex2 = 30.0776, p<0.0001
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For breast cancer, before age adjustment, the preva-
lence rate for blacks was 0.9 times the rate for whites
but the difference was not statistically significant
(p=0.0764). After age adjustment, the prevalence
rate was higher for blacks. As reported in Table 2,
blacks had a higher prevalence rate for prostate can-
cer than whites both before and after age adjust-
ment. The racial difference for prostate cancer
before age adjustment was statistically significant.

Cancer prevalence rates across regions are report-
ed in Table 3. The unspecified group was excluded
from the analysis since the number of people was
small, which makes calculation ofthe prevalence rate
inappropriate. For lung, colorectal, and breast can-
cers, the unadjusted prevalence rates in urban and
rural regions were closer than after age-adjustment
and were both higher than the rates in suburban area.
However, these geographic differences were statisti-
cally significant at p<0.05 only for lung cancer and
colorectal cancer. For prostate cancer, the unadjusted
prevalence rates for the three regions were similar.
After age adjustment, the urban region had higher
rates than the other two regions for all four cancers.

Table 4 presents the differences across age groups
for the four cancers. As expected, the older group
consistently had a higher level of prevalence rates.
All these differences were statistically significant.

Table 5 includes the comparison between gen-
ders. Males had higher prevalence rates than females
for two of the three cancers: lung and colorectal can-
cers. Females had higher rates for breast cancer
compared with males. The differences across gen-
ders were significant for all three cancers. The trend
was unchanged after age adjustment.

DISCUSSION
In this study, we determined that the prevalence

rates for lung, colorectal, breast, and prostate can-
cers among Maryland Medicaid enrollees were
75/10,000, 63/10,000, 92/10,000, and 45/10,000,
respectively. Prevalence rates are measures of the
burden of diseases in a community for the purpose
of setting public policy and allocating resources.8

Cancer generally requires treatment over a period of
time and, thus, is suitable for care prevalence stud-
ies. Cancer incidence calculations provide only a
part of the epidemiology and disease burden story.
Incidence rates do not capture the complex features
ofthe healthcare required for cancer patients.

Using claims data to estimate prevalence rates is
one of many ways to estimate cancer prevalence
rates. The traditional method of estimating cancer
prevalence rates is based on the Connecticut Tumor
Registry model, which has recorded patients diag-
nosed since 1935. Using the number of survivors of
cancer who had been diagnosed during a certain peri-
od, and mortality rates, researchers can directly com-
pute a prevalence rate. When applied to the total U.S.
population for selected years, a national estimate of
cancer prevalence could be obtained.9 The accuracy
of estimation can be compromised; however, since
patients can be lost to follow-up. In addition, the
ascertainment of nonfatal cancers in the earlier years
of the registry can be incomplete.9 Another inaccura-
cy occurs ifpeople diagnosed before a registry began
are still alive at the reference time when the preva-
lence rate is estimated.9 These limitations, if not off-
set by the inclusion ofpeople who no longer reside in
the registry area, would lead to underestimation of
the prevalence rate.9 One study by Capocaccia and
DeAngelis confirmed the incompleteness of preva-
lence based on cancer registry data alone.'0

Two other sources exist for estimating prevalence
rates. The Surveillance, Epidemiology, and End
Results (SEER) Program, an authoritative source of
information from the National Cancer Institute
(NCI) on cancer incidence and survival at the
national level,1' is also a cancer registry program. It
has been used to estimate cancer prevalence rates.'2
The National Health Interview Survey (NHIS) is an
alternative source for obtaining prevalence esti-
mates. It has been used to estimate the prevalence of
cancer among adults in the United States.'3 The
NHIS collects data from a nationwide probability
sample of noninstitutionalized people. Its informa-
tion on chronic conditions is obtained from patients'

Table 3. Cancer Cases and Prevalence Rates (per 10,000) across Regions
among Maryland Medicaid Enrollees In 2000a

Lung Cancerb Colorectal Cancerc Breast Cancerd Prostate Cancere
Number Prev. AP Number Prev. AP Number Prev. AP Number Prev. AP

Urban 681 84.96 123.35 556 69.36 91.34 783 97.68 119.10 358 44.66 57.87
Suburban 856 64.37 89.21 789 59.33 70.82 1,162 87.38 96.89 595 44.74 49.61
Rural 293 89.02 118.54 210 63.80 72.79 307 93.27 100.74 145 44.05 47.02

a Prev. = unadjusted prevalence rate. AP = age-adjusted prevalence rate. Significance tests are
difference for unadjusted prevalence rates across three regions; b x2 =39.1541, p<0.0001; c X2 = 7.9311,
p=0.01 90; d %2 = 5.8685, p=0.0532; e x2 = 0.0283, p=0.9859
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self-reports, which is considered to be less accurate
than the cancer registry. Both under- and over-
reporting are possible.'4
We used an alternative to the aforementioned

means for estimating cancer prevalence rates by meas-
uring "care prevalence," which is "an estimate of
prevalent cases that are still under care."'" The NCI is
carrying out a project estimating care prevalence for
colorectal cancer using SEER-Medicare data.'5 The
care prevalence is a valid prevalence measure though
it has not been widely used. It capitalizes on criterion
and construct validity-that is, the ability to predict
events. Furthermore, care prevalence presents a good
case for external validity, or generalizability. Estimat-
ing care prevalence is especially important when we
are interested in estimating burden of cancer in a pro-
gram such as Medicare or Medicaid. Other measures
of prevalence attempt to include all patients (e.g.,
those in remission or "cured;" or those still under care)
for a measure of total prevalence; however, insurers
may only be concerned with the number of cancer
patients within their plan and who are currently under
some type of care. Other studies have used Medicare
and Medicaid claims data to determine cancer preva-
lence rates.6"6 Using claims data to estimate care
prevalence rates also avoids the difficulties in differen-
tiating prevalent cases and incident cases that previous
researchers had when they tried to use claims data to
identify cancer incident cases.'7

One must be cautious when comparing our esti-
mates of the cancer prevalence rates in Maryland
Medicaid to estimates of the prevalence rates at the
national level in previous studies. Cancer prevalence
rate estimates can vary for multiple reasons.'8 Preva-
lence rates depend on the disease parameters, popu-
lation characteristics, medical services, and the
means of data collection. Variation in prevalence
might be due to differences in incidences of the dis-
eases and/or the mortality rates of the population
selected for the analysis. The difference in prevalence
can also result from the extent of screening pro-
grams, the stage distribution at diagnosis, and access
to treatment facilities. In addition, prevalence rates
can vary according to differences in coding conven-
tions and data quality-namely, the follow-up rates

from survey, the proportion of patients identified
only from death certificates, and the number of
patients who migrated in and out of the population.'8
Medicaid data differ from cancer registry and NHIS
in several aspects. Medicaid enrollees are of uni-
formly lower socioeconomic status. In addition,
some Medicaid-eligible enrollees are only enrolled in
the program when a health problem is discovered.
Others are enrolled only when they "spend down"
their assets and become eligible for Medicaid.6 How-
ever, the cancer registry and NHIS included patients
of various socioeconomic status. Moreover, the
administrative database collects data following dif-
ferent conventions than those of the cancer registry
and NHIS.
We need to consider a reference framework

despite the caveats ofcomparing our estimates ofcan-
cer prevalence rates among Maryland Medicaid pop-
ulation with those from previous studies at the nation-
al level. We have compared our estimates of overall
cancer-specific prevalence rates in the Maryland
Medicaid populations with those in the national popu-
lation. Table 6 presents the comparison between our
estimates and those based on the 1987 and 1992
NHIS. 3"4 Maryland Medicaid data generally indicat-
ed higher prevalence rates (1.2 to 5.2 times as high as
those at the national level) for all four of these can-
cers, compared with the national level. The only
exception was the estimate of breast cancer based on
the 1987 NHIS, which was higher than our estimate.
No previous prevalence studies on these four cancers
in other Medicaid population are available for com-
parison to our estimates in Maryland. One anecdotal
argument for high cancer prevalence rates in the Med-
icaid population is that some individuals become
Medicaid-eligible because of their cancer diagnosis
and the related physical and economic impact.6 How-
ever, because ofthe significantly higher cancer preva-
lence rates in this population, further research should
be done to determine whether our findings can be
replicated in another Medicaid population, and, if so,
to identify the reasons for much higher rates for can-
cer in the Medicaid population. One potential con-
tributing factor to the observed higher prevalence
rates relates to whether cancer costs would result in

Table 4. Cancer Cases and Unadjusted Prevalence Rates (per 10,000) across Age Groups among
Maryland Medicaid Enrollees in 2000

Lung Cancera Colorectal Cancerb Breast Cancer' Prostate Cancerd
Number Prevalence Number Prevalence Number Prevalence Number Prevalence

18-64 1,001 52.38 595 31.13 1,038 54.32 284 14.86
65+ 835 150.92 963 174.06 1,217 219.97 814 147.13

x = 552.1205, p<0.0001;b p 1366.8999, p<0.0001; I x2 =1263.5857, p<0.0001; d %2 =1665.1059, p<0.0001
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individuals becoming impoverished to the extent that
they qualify for Medicaid. A post hoc analysis of the
Maryland Medicaid eligibility file does not support
this hypothesis. In the overall Medicaid population,
9.48% qualified through "spend down"; in the cancer
population, 8.17% qualified through "spend down."

The comparison across racial groups for each can-
cer was generally consistent with previous studies.
Previous studies have found racial disparities between
whites and blacks in the prevalence rates for lung can-
cer, colorectal cancer, breast cancer, and prostate can-
cer at the national level. For lung cancer, estimates
based on SEER Program and Connecticut Cancer
Registry among men reported that whites generally
had lower rates for lung/bronchus cancer than blacks.
A more complicated trend was reported among
women. In older age groups, white women had higher
prevalent rates for lung cancer than black women,
according to both the Connecticut Cancer Registry
and SEER Program. An opposite trend was identified
in younger age groups.'2 Our findings ofhigher preva-
lence rates among whites do not contradict results
from the SEER Program and Connecticut Cancer Reg-
istry, which demonstrated a higher prevalence rate
overall among whites than blacks.'2 Site-specific rates
were also higher in whites, with the exception of col-
orectal cancer, which was higher for black males

through ages 59 and black females through age 64.
A study by Byrne using NHIS data reported that

whites had higher rates for colorectal cancer than
blacks.'3 Estimates based on the SEER program and
Connecticut Cancer Registry reported that whites had
higher prevalence rates for colorectal cancer than did
blacks in older age groups; however, the rate in whites
was lower than blacks in younger age groups.'2 A simi-
lar picture exists for breast cancer. Estimates by Byrne
et al. reported that the rates for breast cancer were high-
er among whites than blacks.'3 For female breast can-
cer, estimates based on the Connecticut Cancer Reg-
istry and SEER program both reported that whites had
higher prevalence rates than blacks in older age groups,
but blacks had higher prevalence rates in younger age
groups." For colorectal cancer and breast cancer, our
report of higher prevalence rates among whites than
among blacks before age adjustnent is consistent with
reports in NHIS'3 and the estimates based on the Con-
necticut Cancer Registry and SEER program.'2 After
age adjustment, our results showed higher prevalence
rates in blacks than whites for both cancers.

For prostate cancer, both the study by Byrne'3
and estimates based on SEER and the Connecticut
Cancer Registry'2 reported that blacks had higher
prevalence rates than whites. We found higher rates
in blacks than in whites both before and after age

Table 5. Cancer Cases and Prevalence Rates (per 10,000) across Genders
among Maryland Medicaid Enrollees in 2000a

Lung Cancerb Colorectal Cancerc Breast Cancerd
Number Prev. AP Number Prev. AP Number Prev. AP

Male 838 140.15 203.09 539 90.14 111.67 50 8.36 9.81
Female 998 53.47 72.85 1019 54.60 66.45 2205 118.14 135.42

| Prev. = Unadjusted prevalence rate. AP = age-adjusted prevalence rate. Significance tests are for
unadjusted prevalence rates; b x2 = 451.2623, p<0.0001; c x2= 89.7650, p<0.0001; dx2 = 594.3795, p<0.0001

Table 6. Estimates of Cancer Prevalence Rates in Maryland Medicaid versus Rates
Based on the National Health Interview Survey (per 10,000)

Cancers Our Estimates Estimates from 1987 NHISa Estimates from 1992 NHISb

Lung 74.50 14.2c 1 7
Colorectal 63.22 34.3 35.5
Breast 91.51 133.2d 79.3d
Prostate 44.56 32.4 37.1 e

a Byrne J, Kessler L, Devesa SS. The prevalence of cancer among adults in the United States: 1987.
Cancer. 1992;69:2154-2159.

b Hewitt M, Breen N, Devesa S. Cancer prevalence and survivorship issues: analyses of the 1992 National
Health Interview Survey. J Natl Cancer Inst. 1999;91 :1480-1486.

c Includes lung/larynx cancers.
d Female breast cancer only.
e Includes prostate, testes, and other male genital organ cancers.
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adjustment, consistent both with estimates based on
NHIS'3 and estimates based on the Connecticut Can-
cer Registry and SEER program."2

Our study population is relatively homogeneous
in socioeconomic status. However, most of the dif-
ferences in cancer prevalence between whites and
blacks are still significant. Thus, our study results do
not support the hypothesis that when we control for
socioeconomic status, the disparities between racial
groups are fully eliminated. Although Medicaid eli-
gibility is not a perfect measure for socioeconomic
status, our study results suggest that factors in addi-
tion to socioeconomic differences contribute to
racial disparities in cancer.

The study by Sung and colleagues on Georgia
Medicaid cancer patients showed that differences in
cancer prevalence rates between whites and blacks
existed in metropolitan areas.6 They offered a rea-
sonable argument for higher rates in blacks than in
whites-that is, blacks were still somehow in a more
disadvantaged position even though blacks and
whites were all in Medicaid program and were all
financially distressed.6 However, their argument
cannot explain the higher prevalence rates for cer-
tain cancers among whites in our study. Thus, fur-
ther studies are warranted to document the reasons
for racial disparity in Medicaid populations.

Our study results also provide insight for the appar-
ently conflicting racial disparity patterns in urban and
rural regions reported by Sung and colleagues.6 We
found differences in prevalence rates for cancers in
urban, rural, and suburban areas. This leads us to
believe that small area variation plays a role in explain-
ing different racial disparity patterns in urban and rural
areas. Previous studies on small area variation reported
that small area variation and socioeconomic status
simultaneously help to explain patterns of health serv-
ices utilization.'9 In the case ofthe study by Sung et al.,6
there is still small area variation, although they studied
a reasonably homogeneous socioeconomic group.

The variation across age and gender groups in our
study was consistent with that reported by previous
studies. We reported that people 65 and older com-
pared with those under 65 consistently had higher
rates for each of these four cancers. This pattern was
also identified in report based on NHIS.'3 We report-
ed that males had higher rates for lung cancer and
colorectal cancer than females both before and after
age adjustment. These estimates were consistent with
estimates based on NHIS'3 and the SEER Program
and Connecticut Cancer Registry.'2

Limitations
Although the method of estimating cancer preva-

lence rates based on claims data does not have the
drawbacks of the cancer registry and NHIS data, it

has its own limitation, which is related to validation
of claims data. Previous studies reported that there
were discrepancies between claims and medical
record data.20'2' In our study, validation of the med-
ical and prescription claims data with primary data
from the medical record is not possible due to limit-
ed resources. This may result in false positives or
negatives due to incorrect data entry or code assign-
ment. However, validation of claims data has not
become routine in previous studies estimating preva-
lence rates using claims data.6" 6

The second limitation is that we may underesti-
mate the prevalence ofthe cancers because we based
our prevalence estimates solely on outpatient med-
ical claims. If there were patients who received only
inpatient services, they were not included in the
prevalence estimates. However, we feel that the like-
lihood of a cancer patient receiving only inpatient
services with no prior or subsequent outpatient serv-
ices or physician's visits is extremely low.

CONCLUSION
This study found much higher prevalence rates

for lung, colorectal, breast, and prostate cancers
among Maryland Medicaid population compared
with estimates at the national level. Further studies
are warranted to investigate the reasons underlying
the much higher cancer prevalence rates overall
among the Maryland Medicaid population.

Limiting our study sample to a population of uni-
formly low socioeconomic status did not eliminate
the disparity in prevalence rates between blacks and
whites, but did reduce the magnitude of the disparity
of colorectal and breast prevalence rates. We found
geographic differences in cancer prevalence rates for
the four cancers under study. Different patterns of
racial disparity across regions reported by previous
researchers might be due to small area variation.
Because our prevalence estimates are based on
claims data, i.e., care prevalence, regional variations
in prevalence may be reflective of regional varia-
tions in access to care, treatment patterns, decisions
to test or screen for cancer and patient proclivity to
seek medical care (e.g., related to racial and/or cul-
tural differences). Our findings with respect to can-
cer prevalence rates across age groups and genders
are consistent with previous studies.
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Chair
Dept. of Pediatrics

The University of Wisconsin Medical School, Madison, seeks
applications and nominations for Chairperson of the Department of
Pediatrics, to begin Summer 2004. Medical School Dean Philip M.
Farrell, a Professor of Pediatrics specializing in neonatology and
pulmonology, has committed ample resources for this important
leadership recruitment.

The Department of Pediatrics has an outstanding and diverse group
of faculty and staff who are members of the UW Children's Hospital.
Faculty are involved in a wide variety of clinical, translational and
basic research, a broad spectrum of general and specialized medical
and surgical services, and an excellent educational program for
medical students, residents and fellows. Faculty collaborate with
research groups throughout the University of Wisconsin campus,
including the Comprehensive Cancer Center, the NIH-funded Clinical
Research Center, Departments of Population Health Scienices,
Genetics, Physiology, and many others. The Departmenit of Pediatrics
is dedicated to continued excellence and improvement as it carries out
its missions of education, research, clinical care, advocacy, and
community service. We look forward with great anticipation to the
completion of the American Family Children's Hospital, an 80-bed,
state-of-the-art children's facility adjacent to the UW Hospital and
Clinics, to be completed in early 2007.

To fill this important leadership role, we seek a nationally recognized
academic leader with an outstanding record of achievement, including
strong clinical and research credentials, demonstrated commitment to
education, experience in mentoring junior faculty, and proven
leadership and management skills. The Chair will be required to
provide professional and administrative leadership of the highest
caliber in programs of teaching, research, clinical service and
outreach. Qualifications include MD or MD/PhD degree, board
certification in pediatrics, evidence of sustained high level leadership
experience in an academic setting, and accomplishments as a scholar
and teacher that meet the standards for a tenured appointment at the
University ofWisconsin-Madison.

Applicants should send a letter of application, a current CV,
and names and addresses of 3 references, to:

Ned Kalin, M.D., Chair
Search Committee for Chair of Pediatrics

c/o Margie Martin
UW Medical School

Room 1225 Medical Sciences Center
1300 University Avenue
Madison, WI 53706
Phone (608) 262-7705

Email: msmartin@facstaffwisc.edu

To ensure consideration, applications should arrive by June 30, 2004.

Unless confidentiality is requested in writing, information regarding applicants
must be released upon request. Finalists cannot be guaranteed confidentiality.
The University ofWisconsin is an equal opportunity, affinnative action employer.
Wisconsin Caregiver Law applies.

UW Medical School web site: www.med.Mrisc.edu

UNIVERSITYf OF
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CMEDICAL SCHOOL


